MISSOURI DIVISION OF HEALTH — STANDARD CERTIF ic&&or DEATH #B53—-042156

DEPARTMENT OF PUBLIC HEALTH AND H‘ELBIB 998 STATE FILE NUMBER
Registration District No, _____ =—_Primary Registration District No. -_____________ __Registrar’s Na. -___-__----____d
DO NOT WRITE AMENDED i_: - >

ON THIS 5TUB 1) l'll T1 f_l"inﬂ
III'PI&‘CE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inatilution: Residance before

a. COUNTY Missouri a. STAIE }IiSsouri b. COUNTY admissian)
b. CITY [If ourside corporate limirs, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

owN  St, Louis 2 weeks OWN St. Louis Ya ] NoD

€. FULL NAME OF {If NOT in hospital, give locsrion} Inside Limits d. STREET {If cutside, give location} Reside an Farm
HOSPITAL O ADDRESS

STUTIoN Alexian Bro's Hospital Yer (X N J 3977 Meramee Ye O No Oy
3. NAME OF DECEASED First Middle 4. DOAFTE Month Day Year

(Type or print) .
Cornelius Voss DA October 7, 1963
5. SEX 6. COLOR OR RACE 7. Married Never Married [] [8. DATE OF BIRTH [ 9- AGE (last birthday) | I[F UNDER | YEAR IF UNDER 24 HR
Male Whites Widowed Divorced [] 1--22-1870 93 Months | Days | Houry Min.
10a. USUAL OCCUPATION (Give kind of work done | i0b. KIND OF BUSINESS OR INDUSIRY| 11. BIRTHPLACE (Cily and siate or country] | 12. CITIZEN OF WHAT COUNTRY

durin st of working life, even, if reti . R
“Farmer " (ratired) Own business- Japan, Missouri UeSeA,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Frank Voss: Mary Manhart Katie Schafer Voss
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. [ 17. INFORMANT Address
{Yes, no,ﬁ; unknnwn)l (I# o1, give war or dates of sorv

- — Fred Vosa- 53A_13ﬂanshm,_SL.Lmﬁ.s1_Mo‘_
INTERVAL BETWEEN

18. CAUSE OF DEATH (Enter only one cause per line Tor (8], (0], 8Ng
PART |. DEATH WAS CAUSED BY: WM ONSET AND DEATH
IMMEDIATE CAUSE ()

U]

VS§ 300
Rev. 4/59

‘.?'QATE AMENDED

DOCUMENT

Conditigns, if any, DUE TO (b)

~ Y
which gave rise to
sbove cause (a). @M) &’ %__k
s1ating the under-
i DUE TO [c) .

iying cousa last.

PART 1). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I1l. if deceased was female was
disease condition given in PART | (a} ’0 there a pregnancy in last 90 days.

'D Yes l 0 Ne | O Unknown
. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter natura of injery in PART | or PART Il of item 18.)
PERFORMED O O a -
YES[O NO
. TIME OF Houw Maonth, Day, Year
INJURY a.m.
B

. INJU‘RY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ faren, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J

4 r 7
. '1 attended the deceased from ‘XA.—""‘*)\ IQI /"-'6 lo_%wnd lant saw ::; alive on @‘EKT"Q’ 5

l(\ C' L\ﬂ/\ m on the date statad abave, and 16 the beat of my knowledge, from the causes stated.
Death octurred ot +-E-e

23a. BURIAL, CREMATION, !:H: BATE ﬁoN.-f)Ay ﬂF ETERY Ohﬁ{]}g\é RYé "' ‘23d LOCATION (City, tawn, ar ceunty) 151at)

ity
Remove (smu£oi 10-8-63 Japan Geme apan,{Missonrd

24, FUNERAL DIRECTOR ADDRESS 25. ‘DA'I"E RE OCAL REG. EGI AR'S G:UATUR
Eaton Funeral Home, Sullivan, Mo, ORI 8 163 WM e

[Licensed Embalmer’s Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. - ’/%LWM <p M
Student, Signed__}; <t WL

Licensed Embal%
P. O. Address /2 %@
7 .
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

Signature of Student Embaimer




